Background {#Sec1}
==========

Relational continuity with one doctor is regaining relevance in the current context of increasingly fragmented and depersonalised healthcare systems \[[@CR1], [@CR2]\]. In particular patients suffering from pluri-pathologies and chronic conditions are exposed to a higher risk of receiving fragmented care since they are seen by different professionals in various settings \[[@CR3]\]. This exposes them to negative consequences of reduced quality of care and potential health hazards if the care delivered is not sufficiently coordinated \[[@CR4]\]. A single trusted clinician can help patients to manage their condition and navigate them through the system \[[@CR5], [@CR6]\]. In health systems based on primary health care, this is typically the primary care doctor (PCD), however, patients might have consistent contact with a different professional depending on the intensity and type of the care needed \[[@CR7]--[@CR9]\]. Little is known about how perceived elements describing relational continuity might differ between primary and secondary care doctors.

Relational continuity is a complex phenomenon with differing definitions and meanings \[[@CR10], [@CR11]\], and conceptual frameworks that can be applied to its analysis continue to be rare \[[@CR11]\]. Reid et al. \[[@CR3]\] classified relational continuity as one of three types of continuity of care; next to continuity of clinical management (the patient receiving the different services in a consistent way and being responsive to his or her changing needs) and continuity of information (the different providers sharing and using the information on the patient's past events and personal circumstances). Relational continuity can be defined as an ongoing therapeutic relationship with one or more providers spanning different health care episodes. It is characterised by two dimensions \[[@CR3], [@CR12]\]: *consistency of personnel* (also termed longitudinal continuity \[[@CR13]\]), which refers to the patient's perception of being seen by the same professional over time \[[@CR3]\]; and an *ongoing therapeutic patient-provider relationship* (also called personal continuity \[[@CR13]\], interpersonal continuity \[[@CR14]\] or depth of the relationship \[[@CR11]\]), which is the patient's perception of an established relationship with the professional based on trust, mutual understanding and a sense of affiliation between patients and doctors. The core element *care provided over time* should help to distinguish care continuity from related concepts \[[@CR12]\], such as the consultation experience \[[@CR11]\].

The patient-PCD relationship has been subject to analysis for many decades; arguably since Starfield \[[@CR15]\] identified consistency of personnel to be one of the main features of quality primary health care in the early 1990s (together with first-contact, comprehensive and coordinated care across levels). However, only few qualitative studies to date have aimed to understand the full complexity of relational continuity in both of its dimensions and from the viewpoint of patients. Furthermore, important shortcomings in research exist when referring to relational continuity with specialists; a concept which might be defined by different elements to those that constitute relational continuity with PCDs. With reference to the factors influencing relational continuity, studies typically focused on analysing patient-related factors, suggesting that patients with poor self-rated health tend to report lower levels \[[@CR16]\], as well as younger \[[@CR17]--[@CR20]\] and foreign-born patients \[[@CR17], [@CR21], [@CR22]\]. The identification of other types of influencing factors, such as organizational or doctor-related factors, as perceived by patients, was targeted in some qualitative studies \[[@CR6], [@CR23], [@CR24]\], however with the focus set on primary care only.

In the Spanish national health system (NHS), healthcare provision is organized into two levels of complexity: *primary care*, acting as the gatekeeper and being responsible for coordinating the patient's care along the care continuum, and *secondary care,* acting as a consultant for primary care and being responsible for more complex care \[[@CR25]\]. In Catalonia, a multiple-case study with patients with chronic obstructive pulmonary disease (COPD) treated in integrated health care networks \[[@CR26]\] and a population survey applying the CCAENA© questionnaire \[[@CR18], [@CR27]\] analysed relational continuity together with the other two continuity types, postulating the need for further in-depth analysis \[[@CR27]\]. Other Catalan surveys investigated only specific aspects of relational continuity, particularly with PCDs \[[@CR28], [@CR29]\].

The aim of this study is to explore perceptions of relational continuity with primary care and secondary care doctors, its influencing factors and consequences from the viewpoint of users of the Catalan NHS. This article presents partial results of a wider study that analyses the relationship between the healthcare services' perspective of coordination across care levels \[[@CR30], [@CR31]\] and the users' perspective of continuity of clinical management and information across levels of care \[[@CR32]\], as well as relational continuity in primary and secondary care (herein presented).

Methods {#Sec2}
=======

Study design {#Sec3}
------------

We carried out a descriptive-interpretative qualitative study with a phenomenological approach, which concentrates on exploring how individuals make sense of the world in terms of the meanings and classifications they employ \[[@CR33]\]. In this study, the phenomenon of relational continuity was targeted to be investigated in depth, oriented by Reid et al.'s conceptual framework \[[@CR3]\].

Study sample {#Sec4}
------------

We used a theoretical (or criterion) sample because the selection of the informants was based on defined criteria stemming from a literature review and our previous research results \[[@CR6], [@CR26]\]. Kuper and colleagues \[[@CR34]\] define theoretical sampling as \"sampling individuals or texts whom the researchers predict (based on theoretical models or previous research) would add new perspectives to those already represented in the sample\". Theoretical or theory based sampling is considered to be a specific strategy of purposeful sampling \[[@CR35], [@CR36]\].

The sampling process consisted of two stages. In the first stage, the study contexts were chosen, that represented various management models of primary and secondary care in the NHS of Catalonia as well as different geographical distance to the health facilities. The final selected healthcare areas were: one rural and semi-urban area (Baix Empordà county) and two urban areas (City of Girona, Ciutat Vella of Barcelona). Their characteristics are described in more detail elsewhere \[[@CR32]\]. In the second stage, the informants were selected in each context based on the following criteria: healthcare user ≥18 years of age who had been attended to in primary and secondary care (embracing outpatient, inpatient and emergency care) for the same health problem within the three months prior to data collection. We included different variation criteria (sex, age, country of origin and use of different services) in order to capture a broad set of opinions (maximum-variation sampling \[[@CR34]\]). Informants were selected by the first author from a list of users provided by the participating organizations. We recruited one respondent through a snowballing technique \[[@CR34]\], that means she was recommended by another study participant because of having gathered relevant experience for this study, and responded to the criteria previously defined.

In total, 49 users participated in the study (Table [1](#Tab1){ref-type="table"}). Thirteen users were born outside of Spain, mainly in Latin American countries (*n* = 7); whilst the other study participants were born in North Africa, other European countries and Asia. Users of all socio-economic statuses (from unskilled workers to non-manual and high-level professionals) as well as unemployed and retirees were represented in the study. Most of the unemployed (*n* = 10) were foreign-born and sought care in Ciutat Vella, Barcelona.Table 1Characteristics of the sampleBaix Empordà county (*n* = 18)City of Girona (*n* = 14)Ciutat Vella (Barcelona) (*n* = 17)Total (*n* = 49)Female981027Age33--8222--8226--7022--82Foreign-born44513Non-native Spanish speaker2226

Data collection {#Sec5}
---------------

Individual semi-structured interviews were carried out. The topic guide consisted of a general part about the user's health and healthcare experiences and a specific part to explore in depth perceptions of the three continuity of care types \[[@CR3], [@CR12]\], including relational continuity, which is the focus of this study. The use of a topic guide ensured that all topics of interest were covered during the interview. The final version is available as an annexe in a recent publication that presents the results pertaining to continuity of clinical management and information across the primary and secondary care levels \[[@CR32]\].

The detailed data collection process is reported elsewhere \[[@CR32]\]. Users were informed that participation was entirely voluntary and would not affect the care they received in any way, and that withdrawal was possible at any point. Consent was obtained from each participant before the interview. In a few cases, carers (who were a family member of the study participant; either his or her spouse or child) joined the interview and provided opinions on the topic of interest. We included this data in the analysis but did not present them separately given that the carers' opinions did not differ from but corroborated the patients' narrative. All interviews were audio recorded and transcribed in full. To enhance reflexivity \[[@CR34]\], field notes were taken in the different steps of the research process and discussed with members of the research team when necessary. Data saturation \[[@CR34]\] was achieved in each of the three study areas.

Data analysis {#Sec6}
-------------

A thematic content analysis was carried out by the first author, with data managed using the Atlas-ti 5.0 software. We segmented data by study area to analyse the phenomenon of relational continuity in the different healthcare contexts. We further conducted a mixed generation of categories; that means, we left room for new categories to emerge apart from those represented in the topic guides \[[@CR37]\]. We coded the transcripts and developed and refined the categories while examining new sections of text. Three researchers who were knowledgeable about qualitative research, the study context and phenomenon triangulated the data to enhance quality of findings.

Results {#Sec7}
=======

From the discourse emerged that patients across the three healthcare areas studied generally experienced consistency of PCDs while perceptions of consistency of specialists along the care process varied. Those patients who experienced frequent visits over time with the same primary care or secondary care doctor indicated that they were able to establish an ongoing relationship. Identified consequences were diverse and included, for example, facilitated diagnosis, no duplication of tests or improved patient-doctor communication. Relational continuity was linked to influencing factors related to the health system, health services organizations and doctors. The results of the patients' perceptions of relational continuity in both care levels, its influencing factors and consequences are summarized in Fig. [1](#Fig1){ref-type="fig"}. Additional file [1](#MOESM1){ref-type="media"} provides further quotations to those presented hereafter, exemplifying our results. Additional file [2](#MOESM2){ref-type="media"} contains the original Spanish language version of all selected quotations.Fig. 1Influencing factors, definition and consequences of relational continuity with primary and secondary care doctors

Being seen by the same doctor over time more common and relevant in primary care {#Sec8}
--------------------------------------------------------------------------------

In primary care, patients in all healthcare areas generally experienced and highly appreciated that there was consistency of doctors, which was defined as habitually being seen by their assigned PCD and only rarely by different locum doctors when there was a specific reason, such as the PCD being on holiday, maternity or sick leave: *Locum doctors? Not that I've seen. (\...) At the health centre, I nearly always see my doctor (\...) unless, of course, she's off work\... (Barcelona, male patient).* During their doctor's absence, some patients indicated and appreciated that they were seen by the same locum doctor. Moreover, patients highlighted that they were ascribed to the same doctor over a longer period of time (from a couple of years to over fifteen years), which only changed given a warrantable reason, such as the doctor's retirement or the patient's change of residence.

With reference to secondary care doctors, the patients' perceptions of consistency varied; some patients across the healthcare areas pointed out that they were followed up by the same specialist over time, whilst others indicated inconsistency, described as being seen for the same health problem by a different doctor of the same speciality, or in the different steps of the healthcare process, including pre-operative and follow-up visits, when undergoing surgery. To maintain consistency, some patients paid out of pocket to receive follow-up care from the same surgeon that had also performed the operation. Nevertheless, numerous patients did not consider it important to be seen by the same specialist for every medical consultation because they found that all specialists were competent enough to treat their health problem and that they usually shared and used their clinical information, which facilitated the change: *Sometimes you have an appointment with one doctor but for some reason, he can't on this day (...) that doesn't matter, on the contrary, the new one was well informed about what had happened to me, he knew perfectly. I didn't notice the difference (...) he had read my medical history (Baix Empordà, female patient).*

Being seen by different PCDs was linked to a number of negative consequences: receiving inconsistent opinions on diagnosis and treatment, not having the health problem solved (attributed to the locum doctor's lack of interest in patient care), having to repeat clinical antecedents (because the locum doctor lacked time to read the clinical history or specific information was inaccessible to them) and in some cases the patient seeking private health care. Duplication of medical tests and the need to repeat their clinical history were mentioned as negative consequences of being seen by different specialists. However, some patients saw positive implications in being seen by new specialists because they performed extensive tests and revised and adapted their medication plan: *(The new neurologist) is great. (...) She changed my medicine. She told me I'd been taking the migraine medicine too long and that it could do damage to my heart, and my kidneys and my eyesight as well. She changed it and, well, now I'm trying a new one so let's see how I bear up (Barcelona, male patient, 48).*

An ongoing relationship with primary and secondary care doctors based on mutual accumulated knowledge and personal trust {#Sec9}
------------------------------------------------------------------------------------------------------------------------

An ongoing relationship (with the PCD, specialist or locum doctor) was characterised by two main features. First, patients described mutual accumulated knowledge, which goes beyond recognizing each other (*putting a name to a face*), and was developed gradually by the patients getting acquainted with the doctor's personality, social contexts and *the way the doctor behaved and reacted*; and the doctor acquiring knowledge about the patient's health needs, character, social circumstances and medical history: *I've been with her (the General Practitioner - GP) almost 10 years (...) the doctor knows you and hardly has any need to look at your records because he or she knows all about it (referring to the diagnosis made and treatment prescribed) (Barcelona, male patient)*. Second, patients described personal trust in their doctor built over time, in addition to the trust shown in the doctor's technical competence. The latter was developed based on the patient's positive or absent negative experience of the primary and secondary care received and was considered, by the patient, to be fundamental to achieve adherence to the treatment plan.

Patients across the areas generally indicated and valued that they had developed an ongoing relationship with their PCD because they had been seeing them over a longer period of time as well as on a frequent or regular basis. Some patients further showed a sense of affiliation by talking about *my doctor*, and others highlighted that their acquaintance even turned into a friendship and a feeling of the PCD *belonging to the family*. Some patients who had developed personal trust pointed out that they more readily \"accepted\" the PCD's medical errors or lesser technical competence. With reference to secondary care, many patients did not develop an ongoing relationship due to experiencing inconsistency of specialists and a lack of periodic visits, in contrast to the relationship established with their PCD: *Well of course I can't talk about a specialist like I can about my GP, because I only go to the specialist every now and then. With my GP we deal with every little thing, illnesses, colds, this and that, I see him a lot (...) the relationship is closer (Girona, male patient).* The few patients who were followed up by the same specialist over time reported that they had established a strong bond.

Patients highlighted that an ongoing relationship led to open and easy conversations based on mutual understanding, encouragement, and feeling comfortable and at ease, which in turn was perceived to result in better health. Patients further indicated that their doctor understood their symptoms better facilitating diagnosis. A developed bond also led to patient loyalty toward their primary or secondary care doctor, which became apparent through their actions, such as continuing to see the same PCD after having changed address or waiting longer to be seen by their own PCD: *You can have confidence in anyone but if she's the one who's always seen you, she's your doctor, the doctor you trust. I've seen a lot of people at the clinic just get up and leave because they saw that this particular doctor wasn't there (Baix Empordà, female patient).*

Factors related to the health system {#Sec10}
------------------------------------

Patients across the study areas pointed out that being assigned to one PCD who acts as gatekeeper (*having to consult the PCD initially for any health problem*) led to consistency as well as frequent or periodic visits with the same PCD, which was seen to be fundamental to developing an ongoing relationship. This was further facilitated by the patient sharing the PCD with other family members, as was the case with a few patients: *Maybe I'll go with someone from the family, I'll accompany them, I see her a lot (...) the relationship is closer (Girona, male patient).*

Factors related to health services organizations {#Sec11}
------------------------------------------------

Patients across the areas related consistency of PCDs to the organization's appointment-making system, given that non-urgent visits were usually arranged with their PCD, according to his or her availability. This was also the case for secondary care in Girona, where patients reported that visits were postponed when the specialist from the initial appointment was not available, which equally favoured consistency: *The specialist for the digestive system (...) has always been the same one, a gastroenterologist (...) because if that appointment is with her and she can't make it then they tell me and they give me another date, but it's always the same one (Girona, female patient).*

A few patients from Baix Empordà related inconsistency of primary or secondary care doctors to a re-organization of patient lists. This, patients highlighted, was needed to better distribute the workload between doctors, which they associated with high immigration in the area: *(...) looks like they were doing a bit of organising with the doctors and patients. I suppose it's probably because there are a lot of immigrants, Moroccans who don't feel comfortable with their doctors (...) well as the doctor had too many clients, or rather patients, I suppose they had to do a bit of reorganising (Baix Empordà, male patient).*

According to a few patients, having a small primary care centre limited the possibility of changing PCDs (in Baix Empordà county) and specialists (who offered visits in primary care centres in Barcelona), thus indirectly favouring consistency of personnel: *I've never considered it (changing the GP), to be honest, I've never thought about it because over in Calonge I think they've only got two doctors. There are two doctors, it would just be changing from one to the other (Baix Empordà, male patient).*

Insufficient consultation time in both care levels was generally experienced by patients across the areas to detract from developing an ongoing patient-doctor relationship, affecting patient-doctor communication and the doctor's ability to provide personalized or tailored care. A few patients linked not having enough consultation time to a general shortage of personnel and resources in both care levels; whereas having sufficient time in secondary care was related to a smaller size of the hospital: *In this case here at Hospital del Mar (...) well I might spend half an hour talking about it (with the neurologist and nephrologist). At least they seem to care more about their patients. At the Hospital Clínico, they file them through, so to speak. You go in, bla bla bla, done, out. I guess it's because as it's bigger, it's more centralized, as they've got a lot more people to deal with (Barcelona, male patient).*

Factors related to doctors {#Sec12}
--------------------------

A medical practice of high technical competence fostered trust in primary and secondary care doctors and thus facilitated the development of an ongoing relationship. In primary care, good practice was described by patients as making the right diagnosis, prescribing the treatment they needed, referring them to secondary care when necessary and performing accurate examinations and all medical tests needed: *My GP, what can I say, she's fantastic, she's a wonderful person (...) because she's a lady who pays a lot of attention to everything, she monitors you constantly (\...) she does tests, she examines me to see if there's anything wrong, she checks my prostate, she checks this, she checks\... everything (Girona, male patient).* The specialist's high technical competence was mainly linked to precise revision of the medication plan, accurate physical examinations and making referrals to a different specialist when necessary to get the diagnosis confirmed.

Effective patient-doctor communication enhanced the development of trust and mutual understanding with both primary and secondary care doctors. To patients, it meant not only receiving detailed explanations of their condition, treatment options and side effects in an appropriate manner (friendly, tactful and calm), but also the chance to talk without time pressure about their health and upcoming visits to different care levels, as well as other unrelated topics: *Last time we went, we chatted for a bit, but we were talking about the cutbacks and stuff (...) The doctor-patient barrier, which is significant and all that, well that was lowered a bit. She became more approachable and I suppose I also became more approachable to her; it was a more human relationship, shall we say (Barcelona, male patient).* For some patients, sharing similar demographic characteristics with their doctors (age, sex) made them feel at ease and thus enhanced open and honest conversations.

The doctor's commitment to patient care was perceived to promote the creation of a trusting relationship, particularly with the PCD, by providing personalized care and preventing the patient from 'feeling like a number': *I have quite a lot of trust in her (GP), yes. And I think that she makes an effort (...) she cares about the patient, and I think that's important (Barcelona, female patient).* Commitment included taking the health problem seriously, showing interest in the patient's wellbeing and demonstrating dedication to their work. It was also described through their PCD's actions: calling patients to ask after their wellbeing, reminding them of annual check-ups, making home visits, reading their clinical history before the visit and being accessible by phone even out of working hours. The PCDs' commitment to work was perceived to depend on their age: young doctors were more motivated, whilst some elder doctors seemed to be burned-out after having worked for many years in the field.

Finally, a number of positive traits among doctors of both care levels enhanced the development of a bond, such as the doctor having a kind, cheerful, open, attentive, tactful and calm character: *(My GP) is friendly, very good-natured, very calm. He's nice. You feel you can trust him (Girona, female patient).*

Discussion {#Sec13}
==========

There are few qualitative studies to date that aim to understand the full complexity of relational continuity in both of its dimensions (consistency of personnel and an ongoing relationship \[[@CR3]\]), particularly in reference to secondary care. This study contributes to enhancing our knowledge by exploring relational continuity with primary and secondary care doctors, identifying the different types of factors influencing it as well as its consequences, as perceived by patients attended to in different healthcare areas of the Catalan NHS.

Consistency of primary care doctors promoted by the primary care model and organizational factors {#Sec14}
-------------------------------------------------------------------------------------------------

Patients described consistency of PCD as usually being seen by the same doctor over an extended period of time and by locum doctors only on rare occasions. They generally confirmed that consistency existed; a result consistent with those of a cross-sectional user survey conducted in the same study areas, where 80% reported that they were seen by the same PCD throughout the previous year \[[@CR27]\]. The PCD's gatekeeper function seems to enhance not only experienced consistency of PCD but also the development of an ongoing relationship when patients had frequent or periodic visits in primary care. Thus, our results appear to indicate that a healthcare model based on primary health care, as promoted by the Spanish NHS, generally fosters relational continuity with the PCD. In contrast, the specialist acting as the technical expert and consultant for primary care, presumably does not favour relational continuity to the same extent or even distracts from it, possibly explaining why numerous patients experienced inconsistency.

Our study also shows that, apart from having an assigned PCD, different organizational factors needed to coexist to guarantee consistency. One important factor appeared to be the appointment-making system implemented in the areas, which determined if visits were finally arranged with the patient's PCD \[[@CR38]\]. Other studies identified that offering scheduled visits in the evenings \[[@CR39]\] and having short waiting times for the preferred PCD \[[@CR40]\] favoured continuity, and that the receptionist also had an important role to play in maintaining consistency \[[@CR24]\]. Furthermore, consistent with previous work by Guthrie \[[@CR41]\], the small size of primary care centres was identified to be a factor that favoured consistency. Our results suggest that small centres limited the possibility of changing PCDs, even if the patient wished to do so. Furthermore, we hypothesize that PCDs practicing in rural areas are more loyal to their workplace, thus there is less rotation. In contrast to these results, patients reported lower continuity in rural areas in Canada, possibly because these areas were underserved by doctors \[[@CR20]\].

Different potential rationales for the different value attached to consistency of specialists {#Sec15}
---------------------------------------------------------------------------------------------

Patients across the areas highlighted inconsistency of specialists, described as being seen by a different doctor of the same speciality on every visit, rather than the same one throughout the care process. In the user survey, however, 85% reported that they were seen by the same specialist in the previous year for the same condition (ranging from 87% in Barcelona to 81% in Baix Empordà) \[[@CR27]\]. Our qualitative results might indicate that patients refer to a longer time span when talking about consistency, which thus could determine their response in surveys.

The results also revealed that, interestingly, being seen by the same specialist did not seem to be relevant to some patients when their clinical information was shared with and taken up by the new doctor, and when the specialist was considered competent enough to treat their health problem \[[@CR38]\]. Four possible rationales could serve to explain these findings. First, speed of access to specialist appointments might be prioritized over relational continuity by patients with specific socio-demographic characteristics. The patient patterns might be similar to those who value receiving a convenient appointment time with any doctor more than being seen by their own PCD \[[@CR42]--[@CR44]\]. Second, seeing a different doctor offers other benefits, such as allowing the patient to seek a second opinion \[[@CR23], [@CR45]\], having the treatment plan revised and new tests performed (a result from our study), or receiving better care because the doctor might possess greater technical skills \[[@CR23]\]. Third, patients lacked shared experiences with the specialist because of the observed inconsistency of doctors, and thus valued continuity less; which was shown elsewhere with regards to PCDs \[[@CR46]\]. And fourth, patients wish to have a single trusted doctor who takes on the responsibility of coordinating their care and providing follow-up, which is typically the PCD in the NHS; however, patients with chronic conditions might prefer consistent contact with the specialist, as became apparent in a Danish qualitative study with COPD patients \[[@CR8]\], as well as in a Swedish quantitative study on breast cancer \[[@CR9]\].

How can an ongoing relationship based on trust and accumulated knowledge be achieved? {#Sec16}
-------------------------------------------------------------------------------------

According to our results, three major components -- that seem to be applicable to both primary and secondary care doctors -- need to coexist to be able to establish an ongoing relationship, in which patient and doctor know each other and the patient's personal trust in the doctor adds to his or her general trust in the doctor's technical competence. *Consistency of personnel* is perhaps the most important component and shows the interdependence between the two dimensions of relational continuity, which was also described in a meta-synthesis of qualitative studies \[[@CR6]\] and a quantitative study with US Medicare patients \[[@CR47]\]. *Frequency (or intensity) of visits* is the second essential component, highlighted previously in a qualitative study with type 2 diabetes patients \[[@CR48]\] and in cross-sectional studies conducted in the US \[[@CR49]\] and the English NHS \[[@CR40]\]. Patients in our study linked the gatekeeper system with increased primary care visits, which in turn facilitated the development of an ongoing relationship with the PCD. As with consistency, frequency of visits indicates 'whether there has been sufficient opportunity for the patient to develop a relationship with the doctor' \[[@CR39]\]. Previous research suggests that consistency and frequency are not independently associated with the development of trust in a doctor \[[@CR17]\], but a third component has to be present to develop an ongoing relationship: *the patient's consultation experience* or the quality of the encounter, which has a major bearing on how the relationship develops \[[@CR11]\]. In our study, a combination of four intertwined doctor-related factors defines the consultation experience: technical competence, effective patient-doctor communication, the doctor's commitment to patient care and positive traits. All factors emerged in relation to both the primary and secondary care doctor, however specific elements describing these factors were related to one care level only, for example making the right diagnosis or referring the patient to secondary care, which described the quality of PCD visits.

Potential of relational continuity to improve quality of health care delivery {#Sec17}
-----------------------------------------------------------------------------

A number of consequences of relational continuity with both the primary and secondary care doctor were identified. All of them had positive connotations and were mainly related to the quality of care received, and only to a very limited degree to the patients' health. Numerous quantitative studies analysed the associations between consistency of doctors and different outcomes, showing that consistency was frequently associated with decreased health care utilization (including hospitalization and emergency visits) and increased patient satisfaction \[[@CR50], [@CR51]\]; however it remains unclear if consistency leads to better clinical outcomes \[[@CR51]\].

Our results add additional consequences of relational continuity with primary and secondary care doctors to the existing literature such as facilitated diagnosis or solution of health problems given the doctor's interest in patient care. Moreover, relational continuity seems to enhance continuity of clinical management and information, for instance, by avoiding duplication of tests or the need to repeat clinical information to the new doctor. Thus our results support the concept of the interrelation of the three continuity types \[[@CR6], [@CR26]\].

Another relevant consequence of an ongoing relationship is the efforts that patients make to continue with the same doctor, also called loyalty, which has been described in other frameworks as an element of the strength or depth of the doctor-patient relationship \[[@CR11], [@CR14]\]. Loyalty was expressed in primary care, for instance, by the patient following the PCD to a different primary care centre, and in secondary care, by the patient paying out-of-pocket to receive follow-up care with the same specialist who performed the surgery in the public system. Literature also highlights that patients might disagree on being handed over to secondary care and are willing to sacrifice clinical expertise of specialists for the security of being looked after by their known PCD \[[@CR5]\]. Finally, it should be noted that loyalty, in turn, favours consistency of doctors, and therefore acts as an influencing factor, demonstrating the full complexity of the phenomenon.

Study limitations {#Sec18}
-----------------

One main study limitation warrants consideration. The information collected on patients' experiences with a developed ongoing relationship with specialists, the second dimension, was limited. This is due to the inclusion criteria -- patients who were attended to in both primary and secondary care for the same reason within the three months prior to the interview -- which was initially designed to also being able to analyse continuity of clinical management and information across care levels \[[@CR32]\]. Thus, patients who had only one or a few specialist visits were included in the study. In addition, a number of patients experienced inconsistency of specialists, thus further reducing the amount of information obtained on the concept of an ongoing relationship. Given the intertwined nature of both dimensions, any study investigating the phenomena would encounter the same limitation, demonstrating its complexity.

Recommendations for healthcare organizations and future research {#Sec19}
----------------------------------------------------------------

Healthcare managers should aim to maintain and improve experienced relational continuity with PCDs by providing patients with sufficient opportunities to develop an ongoing relationship, given that relational continuity shows potential to improve quality of care (including continuity of clinical management and information) and subsequently, in all likelihood, the patient's health. Furthermore, some types of patients may consider it relevant to be seen by the same specialist over a longer period of time, however this has to be confirmed in future research. To achieve relational continuity in primary care, managers might first target consistency by addressing the different organizational factors identified (for example, improving the appointment-making system or reconsidering the need to change patient lists) and second, facilitate the development of an ongoing relationship by guaranteeing that doctors are able to dedicate enough time to patients during visits (for example, reducing the number of patients per doctor). Health professionals in turn could support the development of a trusting relationship with patients by means of developing communication and consultation skills, aiming to adopt good medical practice tailored to the patient's individual needs, and demonstrating sufficient interest in patient care \[[@CR6], [@CR26]\].

Three recommendations are given for future research. This study provides a first approach for describing relational continuity with the specialist. Further qualitative studies are needed to better understand patients' perceptions and needs regarding relational continuity with specialists in different contexts. Aiming to comprehend the linkages between relational continuity and quality of care should warrant more in-depth consideration in the future, given that continuity of care is already purported to be a critical feature of high quality services, albeit with still limited evidence \[[@CR52]\]. Finally, future studies using quantitative methods might aim to analyse the relative significance of the different elements explaining relational continuity, and also attempt to demonstrate causal relationships between the factors that seem to influence relational continuity as well as the potential consequences identified here.

Conclusions {#Sec20}
===========

This study suggests that patients' experiences of relational continuity are similar in the selected healthcare areas of the Catalan NHS, where consistency of PCDs is considered to exist alongside some inconsistency of specialists. Consistency of doctors and frequent visits with the primary and secondary care doctor appear to be a prerequisite to establishing an ongoing relationship characterised by mutual accumulated knowledge and personal trust. The different influencing factors of relational continuity are related to the health system (ascription to one PCD), health services organization (appointment-making system, reorganization of patient lists, size of the primary care centre, consultation time) and doctors (technical competence, patient-doctor communication, commitment to patient care and doctors' traits), and seem to be applicable to both care levels, except for the system-related factor, which favours relational continuity in primary care only. Given its positive consequences (including fostering continuity of clinical management and information), healthcare managers and doctors should aim to deliver relational continuity, particularly in primary care. More research is needed to fully understand the phenomena of relational continuity with specialists and the relevance patients assign to it.
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COPD

:   Chronic obstructive pulmonary disease

GP

:   General practitioner

NHS

:   National health system

PCD

:   Primary care doctor
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